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PREVALENCE, MORBIDITY, AND COST OF DERMATOLOGICAL 
DISEASES 
STATEMENT OF THE PROBLEM 
The burden of illness must be reckoned in both personal and 
societal terms; suffering, personal cost in dollars and in profes-
sional frustration ; lowered production and services. In taking 
the measure of a problem some dimensions are easily equated 
to monetary values, others not. Yet fundamental to any assess-
ment of priorities, whether in care or research, and irrespective 
of such pertinent factors as feasibility, are the prevalence and 
scope of the problem. Basic to this entire report are data that 
show ~hat skin disease is indeed a problem. 
PREVALENCE 
To look at the actual numbers of people with skin disease in 
a defined population is an obvious first step. Prevalence can be 
estimated from studies in which people report what medical a id 
they have sought for skin problems [1] and from studies in 
which physicians report the number of skin problems in their 
practice [2]. Unfortunately, uncertainties concerning base pop-
ulations and motivation for seeking skin care jeopardize the 
validity ofthe prevalence figures. Prevalence could be estimated 
from the number of signifIcant skin problems in a hospital 
population except that skin disease is rarely a cause of hospital 
confinement, and when it is and death ensues, an intercurrent 
infection, such as pneumonitis, may be entered as the reason 
on the cause of death certificate. Should the data retrieval 
system be limited to 1 or 2 diagnoses, it is entirely possible that 
the dermatological disease, the underlying cause of death, may 
go unreported. Prevalence may be extrapolated from compen-
sation claims, from sale of relevant prescription and over-the-
counter drugs. Clearly, these are not the most reliable data. 
Skin disease prevalence could best be ascertained in studies in 
which t he skin is actually examined. Some such surveys have 
been made with samples so small, and so restricted as to be 
almost meaningless [3-5] with one exception. That one study 
(HANES-I) has enabled the examination of a representative 
sampling of the population of the United States by trained 
dermatologists and has thereby established the prevalence of 
dermatological disease [6]. 
As Measured by Actual Examination 
The Health and Nutrition Examination Survey (HANES-l) 
provided the means for our specialty to examine a sample of 
20,749 Americans between the ages of 1 and 74 who were 
selected without consideration of illness or complaint as they 
represented ethnically, socio-economically, by age and by sex, 
the 194 million people in the United States. 
Nearly one-third of those examined, or an estimated 60.6 
million Americans, had one or more skin condition that the 
examining dermatologist considered significant enough to be 
seen at least once by a physician for assessment or care. 
Excluded from these figures were those who had had derma-
tological ailments but were, at the time of examination, in 
remission, and those hospitalized for severe dermatological 
problems. Therefore, the estimate of the total number of indi-
viduals afflicted is actually understated. The examining form 
limited the recording of dermatological conditions to 3. Despite 
these limitations, in the population represented, 42 million 
individuals had 1 significant dermatological condition, 12.4 mil-
lion 2, and 6.1 million 3, some of whom may have had more. 
Skin pathology, least frequent among children, more than dou-
bles during the teens and early adulthood, no doubt because of 
sebaceous gland diseases such as acne. It declines slightly from 
age 25 to 34, then resumes a slow but constant increase with 
age to a maximum at 65-74 year (Fig 1) , an increase that 
reflects the increased prevalence of chronic conditions and of 
benign and malignant tumors. After age 12 those with skin 
pathology are more apt to develop a second problem, and males 
are more likely to have multiple significant skin conditions (Fig 
2). In fact, from age 6 on, skin pathology is consistently more 
prevalent among males (Fig 3). This predilection extends to 
occupational skin conditions with rates more than twice as high 
for men as for women. There is a general increase in occupa-
tional skin conditions with age among women, not with men; 
and with both sexes the rates drop off at 65-74 years (Fig 4) as 
retirement removes them from risk. 
The impressively high prevalence of dermatological disease 
in the HANES-I Survey is supported by studies of other pop-
ulations. All of these, although more selective in subject and 
scope, indicate a significant burden of dermatological disease. 
The study closest to HANES was that of a community in 
Lambeth, England where "an overall prevalence of skin disease 
thought to justify care" was 22.3% [4]. In a Japanese study in 
which only adults were included, prevalence was 10%. 
In a previous Health Examination Survey (HES III) that 
focussed on those from 12-17 years old, the examiners reported 
normal skin for 27.7% and an array of dermatological disease 
for 72.3% or 16.4 million youths. In HES-III examinations were 
made by pediatricians, not by dermatologists. Nevertheless the 
HES-III study, in which all dermatological change was tabu-
lated, supports the broad scope of dermatological observations 
of HANES-I; the same prevalence of severe disease showed up 
in both studies. 
As Measured by Complaint 
To know the prevalence of skin disease is not to assess it 
completely. We must also measure how aware people are of 
their skin pathology and what they do about it. Studies cited 
below examine the characteristics of individuals who seek der-
matological evaluation, from whom it is sought, and for what 
condition. 
Nearly one-eighth of those examined under the HANES-I 
Survey, equivalent to 22.9 million Americans, expressed com-
plaints about their skin, of which the examiner found 82% 
indeed serious. In most he could identify a specific condition; in 
others, fewer t han 4%, he found a generalized pathology and 
not limited to the skin. The examiner found significant pathol-
ogy in three times the number of individuals who had a com-
plaint or concern about a dermatological change than in those 
who did not mention skin, an irnpOltant datum for judging the 
adequacy of patients' self-assessment. 
Of those with skin complaints the condition was recurrent in 
more than half. Diseases of the hands and feet were somewhat 
more likely to recur, particularly foot problems in males'. In 
general such conditions tended to be of considerable duration, 
5 years or longer, and to persist longer in males than in females. 
Of those who complained, 9% (equivalent to 2,000,000 people) 
felt their skin pathology limited their activity, ·and, of these, 
one-third declared the limitation moderate or severe, hand 
problems being the chief offender particularly for women.'Nine 
percent of those with a complaint had a problem involving the 
hands, 16 % the feet. Ten percent found their skin problem a 
handicap for employment or housework, 17% of whom were 
severely handicapped. Again disease of the hands were consid' 
ered the greatest handicap to work. One-third pf those with a 
skin complaint (equivalent to 6.8 millio,n people) felt that their 
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FIG 1. Prevalence rates for significant skin pathology and significant 
skin conditions among persons 1-74 years, by age: United States, 1971-
1974. 
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FIG 2. Prevalence rates for significant skin pathology among persons 
1-74 years, by age and sex: United States, 1971-1974. 
sldn problem handicapped their social relationships. As for 
disfigurement, the examining dermatologist adjudged two-
thirds of those with a complaint about their sldn as disfigured 
but 71% only minimally. Those severely disfigured tended to be 
in the older age groups. Nearly all who considered their condi-
tion a social handicap were adjudged as disfigured. 
As Measured by Dermatological Consultation 
Several factors other than disease operate in determining 
who seek dermatological care: income, the degree of education, 
age, sex, ethnicity, and urban living. 
Observations derived from unpublished data provided by the 
National Health Interview Survey 1974-1975 suggest that fam-
ilies with incomes less than $10,000 have an average of 0.06 
annual visits per person to the dermatologist. The number of 
yearly visits increases with increasing income and more than 
doubles at $25,000 (Table 1) . Families whose head had 13 or 
more years of education had double the number of visits to the 
dermatologist as those less well educated. In the metropolitan 
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area 1 in 10 consulted a dermatologist to 1 in 23 from the farm 
(Table 11) . One white in 12 sought the help of a dermatologist 
to 1 nonwhite in 25. 
Twenty-seven percent of dermatologist's patients, according 
to the National Disease and Therapeutic Index, are 10-19 years 
of age as opposed to 11% of all physician's patients [9] (Table 
III). 
Many patients consult physicians other than dermatologists 
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FIG 3. Prevalence rates for significant skin pathology and significant 
skin conditions among persons 1-74 years, by age and sex: United 
States, 1971-1974. 
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FIG 4. Prevalence rates for significant skin pathology with occupa-
tional exposure among persons 18-74 years, by age and sex: United 
States, 1971-1974. 
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about skin problems. According to the National Ambulatory 
Medical Care Survey the dermatologist receives no more than 
34% of the total visits for skin complaints; the generalist and 
family practitioner, 40%, and the pediatricians and other phy-
sicians, 26%. In 1974 a total of 44 million visits to physicians 
were made for skin problems, some 7% of all visits made to 
office based physicians. Such visits exceeded in number those 
prompted by other common problems of practice, such as sore 
throats. Again the demand from the young for dermatological 
care is evident. In the age group 14-24 the number of consul-
tations sought was twice that of those over 45 years. Women 
accounted for 60% of all visits for dermatological complaints 
(women account for 60% of all visits to all physicians) despite 
the fact that skin pathology was more prevalent in males (Fig 
3). Except for those under 15 years of age, women consistently 
sought dermatological help more frequently than did men. In 
adolescence and early adulthood girls seek care half again more 
often than do boys. After age 25, the difference diminishes; 
women seek help 10% more frequently than men. These data 
seem to reflect no more than heightened sensitivity of young 
adults, especially young women, to their appearance. 
Of note, fIrst visits to dermatologists constituted 26% of the 
total visits to dermatologists, whereas first visits to all other 
physicians constituted but 15% of the total number of visits to 
all other physicians. 
As Measured by Outpatient Services 
The prevalence of pathology can also be derived from the 
relative use of outpatient services in hospitals even if the base 
TABLE I. Dermatological consultations per person per year 
according to patient income: 1974-1975" 
Income 
$3,000 
$3,000-4,999 
$5,000-6,999 
$7,000-9,999 
$10,000-14,999 
$15,000-29,999 
$25,000 and over 
Consultations per person 
0.076 
0.056 
0.060 
0.046 
0.073 
0.099 
0.161 
a Unpublished data from the Health Interview Survey, National 
Center for Health Statistics. 
TABLE II. Dermatological consultations per person, per year (I 974-
1975}" (SMSA = Standard M etropolitan Statistical Area) 
Patient residence 
SMSA 
Non-SMSA 
Farm 
Non-farm 
Rural Vs. Urban 
Consultations per person 
0.097 
0.044 
0.028 
0.046 
a Unpublished data from the Health Interview Survey, National 
Center for Health Statistics. 
TABLE III. Distribution of patients seeking consultation by age-
1974" 
Patient age 
0-2 
3-9 
10-19 
20-39 
40-59 
60-64 
65+ 
% of visits to dermatolo- % of visits to all physi-
gists cians 
1 6 
4 7 
27 11 
24 27 
19 24 
5 6 
10 19 
a National Disease and Therapeutic Index-Unpublished data. 
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TABLE IV . Cen.sus for Bellevue Hospital outpatient service 
1972-1977 
397 
Year All clinics Dermatology % Dermatology 
1972 389,723 17,156 4.4 
1973 485,263 17,667 3.6 
1974 397,850 20,014 5.0 
1975 281,196 19,014 6.8 
1976 272,149 17,985 6.6 
1977 245,303 16,336 6.7 
population has not been identified. At Manhattan's Bellevue 
Hospital, where more than 400,000 outpatient visits are made 
each year, means, level of education, and ethnic origin, all 
mitigate against dermatological consultation. Despite this 5-7% 
of all outpatient visits are to the Dermatology Service (Table 
IV) . Although the total number of visits to all Bellevue clinics 
has declined over the years the visits to the dermatology clinic 
have not declined as much even though half the patients are 
self-pay. 
The socioeconomic situation is very much a factor in disease. 
Infestations and secondary infections or primary infetions with-
out facilities for cleansing and care and without proper nutrition 
increase the frequency and add to the morbidity of skin prob-
lems. 
The climatic factor is important also. In the rural population 
of Jamaica in the West Indies, the prevalence of skin problems 
among clinic patients is high; in the summer of 1968 in St. 
Elizabeth's Parish 15% of all outpatient visits were for diseases 
of the skin. These data on 1093 patients exclude the 305 cases 
of viral exanthems and syphilis. Without doubt, the warm moist 
milieu of the tropical summer contributed to the increased 
prevalence of dermatological problems [12]. 
As Measured by Hospital Admissions 
Comparatively few dermatological patients are admitted to 
the hospital. The average clinic census of 20,000 at the New 
York University Hospital supplied a dermatology inpatient 
census of 2%. Since the population from which hospital referrals 
are drawn is larger than that for the clinic referrals, the number 
of dermatological patients hospitalized is, no doubt, closer to 
the 1% fIgure proffered by the National Disease and Therapeu-
tic Index, which report is based on the number of visits made 
to hospitalized patients by the dermatologist [9]. Further sup-
port for this low figure comes from The Household Interview 
Survey [1]. In 1972, for diseases of the skin and subcutaneous 
tissues, the figure given was 1.4% for short stays in hospitals; in 
1976, 541,000 of 34 million discharges (1.6%) from nonfederal 
hospitals followed confInement for skin conditions. With such 
consistent fIgures it seems clear that 1-2% of hospitalized pa-
tients are confined for conditions of the skin excluding skin 
problems of obstetrics patients and of patients relegated to 
long-term cal'e facilities. Among the chronically ill, as among 
hospitalized geriatric patients, the prevalence of dermatological 
pathology runs high. One study of such patients disclosed that 
81 % of the sample had skin disorders and from which 56% were 
symptomatic [16]. 
In 1977 the average stay in the dermatological services of the 
Mayo and New York University Hospital was 18 days. In data 
from the Blue Cross Blue Shield (Table V) which would include 
more diagnoses that might be considered derinatological than 
data from the above sources, patients had an average length of 
stay in 1976 of 7.2 days. Average stays for chronic skin ulcers 
and psoriasis were considerably longer: 21 and 15 days respec-
tively. It can be argued that the more difficult and refractory 
dermatological problems are referred to tertiary contents for 
dermatologic care, and that this significantly increases the 
average length of stay, attested to by Medica::-e data for 1971 in 
which problems of the elderly (such as stasis ulcers, which tend 
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TABLE V. Disease and average length of stay-Blue Cross and Blue 
Shield-1976 
Diagnosis Rank % of diagno· 
sis 
Diseases of sebaceous 52 
glands 
Pilonidal cyst 53 
Other cellulitis and abo 54 
scess 
Malignant melanoma of 139 
skin 
Other diseases of skin 151 
Other local infections of 192 
skin and subcuta· 
neous tissue 
Disease of nail 211 
Other eczema and del" 231 
matitis 
Chronic ulcer 'of skin 232 
Other malignant neo· 241 
plasms of skin 
Erythematous condi· 242 
tions 
Congenital anomalies 257 
of skin , hair, nails 
Benign neoplasms of 271 
skin 
Psoriasis and similar 286 
diseases 
Diseases of sweat 327 
glands 
Urticaria 331 
Cellulitis of .finger and 352 
toe 
Boil and carbuncle 373 
Herpes zoster 392 
Hypertrophic and 134 
atrophic conditions 
of skin 
Total cases: 574,304 
Total days: 3,723,580 
Average stay: 7.2 
0.5 
0.5 
0.5 
0.2 
0.2 
0.1 
0.1 
0.1 
0.1 
0.1 
0.1 
0.1 
Cases Days 
2,388 4,929 
2,368 12,253 
2,363 20,833 
856 8,311 
801 2,842 
471 3,839 
394 1,032 
327 2,014 
327 7,057 
305 1,394 
303 3,957 
273 683 
237 726 
207 3,123 
142 902 
139 954 
112 405 
94 478 
82 660 
873 3,128 
Stay 
average 
2.1 
5.2 
9.7 
3.5 
8.2 
2.6 
6.2 
21.6 
4.6 
13.1 
2.5 
3.1 
15.1 
6.4 
6.9 
3.6 
5.1 
8.0 
3.6 
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to have a longer hospitalization) weighted the average'length of 
stay to 14.7 days. 
THE DIAGNOSES 
Seventy-two percent of the dermatological diagnoses re-
corded in HANES-I are distributed among fewer than a dozen 
diseases (Table VI). These same diagnoses appear in tabula· 
tions of frequencies for visits to outpatient dermatological ser-
vices (Table VII) and in practice surveys (Table VIII). Such 
clustering of problems gives impetus to planning for the instruc-
tion of nondermatologist physicians and for research projects. 
Among the most frequent dermatologic diagnoses of the 
ambulatory population are those of disease of the sebaceous 
glands, dermatophyte infections, malignant and benign tumors, 
and seborrheic dermatitis. Thereafter follow folliculitis, warts, 
psoriasis, multiple seborrheic keratoses, vitiligo, and herpes 
simplex [6]. It is to be expected that a different preponderance 
of dermatological diagnoses would obtain in hospitalized pa-
tients because of the nature of diseases that bring patients to 
the hospital for intensive or special therapy. V A Hospital and 
institutions for long-term care undoubtedly have more chronic 
dermatological patients than the general hospital. By examining 
data from such institutions in the full burden of dermatological 
disease can be brought into proper focus. 
TABLE VII. Percent actual times patient seen in the last year, for 
selected dermal.ologic diagnoses, 1975 
Actual times seen 
Condition 
2 3 4 5 6+ 
Acne 25 23 10 8 6 26 
Psoriasis 22 23 10 10 3 28 
Rosacea 36 23 12 6 6 18 
Seborrheic dermatitis 58 24 7 4 1 6 
Verruca vulgaris 55 23 7 4 2 8 
Tinea versicolor 74 17 5 1 1 2 
Onychomycosis 27 34 15 6 7 10 
Source: National Disease and Therapeutic Index (unpublished data). 
TABLE VI. Prevalence of significant skin-pathology 
Condition Both sexes Male Female Both sexes Male Female 
Rate per 1,000 Number in l,ooo's 
Diseases of sebaceous glands 
Acne vulgaris 68.0 70.4 65.8 13,188 6,624 6,,564 
Cystic acne 1.9 3.3 0.6 375 312 63 
Acne scars 1.7 2.0 1.3 321 172 129 
Dermatophytosis 81.1 131.4 33.7 15,733 12,372 3,361 
Tinea pedis 38.7 68.4 10.7 7,509 6,438 1,071 
.Tinea unguium 21.8 30.3 13.9 4,233 2,856 1,376 
Tinea versicolor 8.4 10.9 6.0 1,623 1,022 601 
Tinea cruris 6.7 12.9 0.9 1,301 1,214 87 
Tumors 
Malignant 5.9 6.4 5.3 1,136 602 534 
' Basal cell (nodularulcerative) 0.6 0.6 0.7 119 52 67 
Basal cell epithelioma NOS 1.3 1.6 1.0 247 147 100 
Seborrheic dermatitis 28.2 26.4 29.9 5,476 2,490 2,986 
Psoriasis 5.5 5.9 5.1 1,070 556 514 
Atopic dermatitis/eczema 18.5 19.5 17.6 3,590 1,837 1,753 
Atopic dermatitis 6.9 8.2 5.6 1,332 771 561 
Lichen simplex· chronic 4.5 4.7 4.4 882 441 441 
Hand eczema 1.6 1.1 2.1 311 105 206 
Nummular 1.7 1.0 2.4 332 92 240 
Dyshid.:otic 2.1 3.1 1.2 405 288 117 
Verruca vulgaris 7.8 9.4 6.3 1,518 885 633 
Vit iligo 4.9 3.6 6.2 957 341 616 
Herpes simplex 4.2 4.0 4.5 824 376 448 
Source: Hanes-I. 
Nov. 1979 
DISABILITY 
The very occurrence of dermatological problems implies 
some measure of discomfort and disability, perhaps disfigure-
ment. While there is difficulty in quantifying suffering, disability 
translates readily into man hours lost and dollar cost to em-
ployer, employee, and the nation. To the employer there is the 
cost of wages without return and the expense of replacement. 
To the employee there may be loss of wages in whole or in part 
and the financial burden of medical consultation and care, 
medication, and perhaps hospitalization. 
Productivity Losses 
To 17 million days of restricted activity for acute skin prob-
lems can be added 35 million days of restricted activity for 
chronic skin problems, a total of 52 million days per annum 
[13]. Some relatively uncommon diseases account for a large 
numbEr of the disability days. 
In industry and the military the impact of dermatological 
impairment and disability is strongly felt. Diseases of the skin 
account FOR almost half of all reported cases of industrial 
illness in the United States. In 1975, there were some 206,000 
workdays lost in the private sector because of occupational 
related skin problems, one quarter of all the workdays lost 
because of all occupational illness (Table IX) . In New York 
State occupational dermatitis was the most prevalent single 
condition handled under the Workers' Compensation Program, 
32% of all cases. Nearly half of the cases of temporary disability 
for skin disease were related to occupation [15]. According to 
TABLE VIII. Distribution of most frequ ent dermatologic diagnoses 
(Office Visits-20,252 encounters) [J IJ 
Diagnosis ReI % of all Mean pat Sex % male diagnoses age 
1. Diseases of sebaceous glands 20.1 22.2 33.5 
2. Other eczema and dermatitis 9.8 39.7 39.5 
3. Other viral diseases 7.4 24 .0 46.1 
4. Other malignant neoplasm-skin 5.5 62.8 55.4 
5. Oth hyper/atrophic conc ski 5.4 58.0 51.1 
6. Psoriasis and similar disorders 5.1 42.1 45.4 
7. Benign neoplasm-skin 4.1 51.6 38.8 
8. Infant eczema and related conc 3.0 21.3 39.0 
9. Dis-hair and hair follicles 2.4 33.5 44.3 
10. Seborrheic dermatitis 2.3 41.6 42.9 
11. Other diseases of skin 2.2 40.0 41.1 
12. Dermatolomycosis,other/unspc 2. 1 36.3 51.9 
13. Congen anoms-skin, hair, na ils 2.1 31.9 34.7 
14. Pruritus and related conditions 1.9 47.2 39.9 
15. Erythematous conditions 1.9 47.1 33.8 
Source: Mendenhall (11) . 
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the controllers office at the Veterans Administration, close to 
$137 million in compensation was spent during fiscal year 1977 
for service-connected skin conditions. 
MORTALITY 
The crude annual United States death rate for 1973 for all 
diseases of the skin was 3.6 per 100,000. Deaths due to skin 
disease accounted for 0.38% of deaths from all causes (Table 
TABLE X. Distribution of deaths according to dermatological 
diagnosis 
United States 1965" and 1973 b 
Deaths all causes," total 
Diseases of skin and cellular tissue 
Syphilis and other venereal dis-
eases 
Malignant melanoma of skin 
Other malignant neoplasms of skin 
Mycosis fungoides 
Herpes zoster 
Herpes s implex 
Total 
% 
1965 
1,828,136 
2,185 
2,434 
2,687 
1,918 
72 
78 
39 
9,413 
0.51% 
a Vital Statistics of the United States 1965, VollI . 
b Vital Statistics of the United States 1973, Vol 11. 
C Excluding fetal deaths. 
1973 
1,973,003 
2,022 
402 
3,430 
1,409 
95 
95 
101 
7,554 
0.38% 
TABLE XI. Percent distribution of dermatologic fatalities (United 
States 1965" and 1973b) 
Diagnosis 
Malignant melanoma of skin 
Syphilis and other venereal diseases 
Other malignant neoplasms of skin 
Chronic ulcer of skin 
Dermatomyositis and scleroderma 
Infections of skin and subcutaneous tissue 
Systemic lupus 
Discoid lupus 
Pemphigus 
Herpes zoster 
Mycosis fungo ides 
Erythema multiforme 
Congenital malformation of skin 
Herpes simplex 
Psoriasis and similar disorders 
1965 
28.6% 
25.9 
20.4 
6.5 
5.5 
5.1 
3.4 
1.2 
0.83 
0.76 
0.21 
0.36 
0.41 
0.16 
"Vital Statistics of the United States 1965, vol 11. 
b Vital Statistics of the United States 1973, vol II. 
Year 
1973 
45.4% 
5.:!' 
18.6 
14.2 
9.7 
6.3 
10.0 
2.8 
1.1 
1.2 
1.2 
0.63 
0.35 
1.3 
0.29 
TABLE IX. Number and percent distribution of occupational illnesses, and lost worhdays, private sector, by extent of case and category of 
illness, United States, 1975 
Category of illness 
Total . 
Total illnesses 
Number (thousands) 
163.3 
% 
100.0 
Lost workdays 
% Number (thousands) 
890.8 100.0 
A "erage lost workdays per 
lost workday case 
16 
Occupational skin diseases or disorders 74.4 45.6 205.7 23.1 11 
Dust diseases of the lungs 1.0.6 14.6 1.6 36 
Respiratory conditions due to toxic agents 11.9 7.3 50.9 5.7 10 
Poisoning 6.2 3.8 35.2 4.0 14 
Disorders due to physical agents 21.2 13.0 59.6 6.7 10 
Disorders due to repeated trauma 23.7 14.5 252.0 28.3 21 
All other occupational illnesses 24.9 15.2 272.8 30.6 26 
Note: Because of rounding, components may not add to totals. Percents are computed using rounded estimates and may vary from the percent 
based on unrounded estimates. Average lost workdays per lost workday case were computed from the estimates before rounding. 
Source: Occupational Injuries and Illnesses in the United States by Industry, 1975, U.S. Department of Labor, Bureau of Labor Statistics, 
Bulletin 1981, page 82. 
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TABLE XII. National health care expenditures, 1972-costs, selected categories: estimated amount and percentage distribution, by type of 
expenditure and diagnosis 
Direct Costs Indirect mar· 
bidity costs 
Diagnosis Total Hospital care Physicians Dentists' Other profes· Drugs and Eye·glasses Nursing Total 
services servIces sional ser- drug sun- and appli- home care 
vices dries ances 
Amount (in millions) 
Total . $75,231 $34,210 $16,916 $ 5,581 $ 1,717 $ 8,628 $ 1,896 $ 6,274 $42,323 
Diseases of the skin and subcuta- 1,525 488 656 6 354 21 460 
neous tissue 
Infective and parasitic diseases 1,412 660 333 5 192 222 1,200 
Neoplasms 3,872 2,957 528 47 186 154 862 
Endocrine, nutritional, and metabolic 3,436 920 1,294 25 869 327 1,137 
diseases 
Diseases of the blood and blood- 491 228 151 4 77 31 220 
forming organs 
Mental disorders 6,985 5,261 685 9 434 596 6,179 
Diseases of the nervous system and 5,947 1,033 1,294 655 594 1,896 475 3,944 
sense organs 
Diseases of the circulatory system 10,919 5,271 1,676 86 1,305 2,581 6,417 
Diseases of the respiratory system 5,931 2,473 1,851 30 1,460 117 7,089 
Diseases of the digestive system 11,100 3,996 880 5,581 43 444 156 2,606 
Diseases of the genitourinary system 4,471 2,699 1,089 34 571 78 1,249 
Complications of pregnancy, child- 2,607 2,331 151 39 86 245 
birth, and the puerperium 
Diseases of the musculoskeletal sys- 3,636 1,661 770 368 425 412 5,103 
tern and connective tissue 
Congenital anomalies 381 313 44 3 8 13 238 
Accidents, poisonings, and violence 5,121 3,134 1,222 38 352 375 3,883 
Other 7,398 794 4,292 325 1,272 716 1,494 
Source: Cooper BS, Rice DP: The economic cost of illness revisited. Social Security Bulletin 39 (2):21-36, February 1976. 
TABLE XIII. Trends in consumer price indices, 1935-1975 
Y ear All items Medical Physician 
Hospital 
Drugs room care fees charges 
1975 161.2 168.6 118.8 169.4 226.6 
1974 147.7 150.5 109.6 150.9 194.2 
1973 133.1 137.7 105.9 138.2 176.0 
1972 125.3 132.5 105.6 133.8 168.3 
1971 121.3 128.4 105.4 129.8 157.5 
1970 116.3 120.6 103.6 121.4 141.7 
1965 94.5 89.5 100.2 88.3 77.7 
1960 88.7 79.1 104.5 77.0 57.8 
1955 80.2 64.8 94 .7 65.4 44.1 
1950 72.1 53.7 88.5 55.2 31.3 
1945 53.9 42.1 74.8 46.0 18.9 
1940 42.0 36.8 70.8 39.6 15.1 
1935 36.1 70.7 39.2 14.2 
Average annual 3.4 3.9 1.4 3.7 6.9 
change, 1935-
1975, 
(%) 
Average annual 5.3 6.3 1.7 6.5 10.7 
change, 1965-
1975, 
(%) 
Source: Woolley HB, Mishkin SJ: Cost of disease and Illness in the 
United States in the Year 2000. Public Health Reports 93:533,1978. 
X) . Data relating to in-hospital deaths attributable to derma-
tological disease from Bellevue Hospital for 1977 show the 
proportion of all deaths to those due to skin disease to be 0.5%. 
Since the majority of all deaths in this country transpire in 
hospitals, and since there is a tendency to under-report chronic 
disease as a primary cause of death it seems conservative to 
estimate the national mortality rate for skin disease as 0.5%. It 
is approximately one-fourth the rate attributed to diabetes 
mellitus. Even if future efforts to improve the diagnoses in 
cause of death statements are made, the part skin diseases play 
TABLE XIV. Topical preparations-ouer-the-counter sales 1966 and 
1977" 
Poison ivy preparations 
Fungus and itch preparations 
Burn remedies 
Acne aid products 
Dandruff, medicated shampoos 
Salves, ointments, balms 
Linaments 
Rubbing alcohol 
Other: 
Analgesics (not burn remedies) 
Total: 
1966 
$17,210,000 
5,820,000 
18,330,000 
37,900,000 
72,940,000 
57,650,000 
23,790,000 
21,750,000 
6,020,000 
$261,410,000 
1977 
$26,030,000 
42,650,000 
28,210,000 
103,120,000 
142,000,000 
75,930,000 
34,360,000 
30,460,000 
6,950,000 
$489,710,000 
"Source: Drug Topics 24 July 1967: drug topics 20 June 1978. 
in deaths as disparate as suicide and glomerulonephritis will go 
unrecorded. The distribution by number offatal dermatological 
diagnoses is given in Table XI. 
ECONOMIC LOSS 
The loss to a nation is the sum of losses to its citizens. For 
some it may be. total loss, yet it is only in dollars and cents that 
we can record that loss or represent it graphically. 
To state the national cost of skin disease means to sum all 
medical costs: medications, consultations, hospitalizations, and 
wages lost. It also means to estimate in some monetary way the 
value of the homemaker and mother who cannot fulfill her role, 
the education of the child with eczema whose schooling is 
interrupted by his absenteeism, the support of the marine with 
a disabling dermatitis who thins the ranks _by. his hospitaliza-
tion. For some of these ' costs there are hard data, for others 
none. Whatever sum we arrive at, then, will be considerably 
lower than the actual economic burden of disabling diseases of 
the skin. 
Nov. 1979 
Having established that dermatological disease is the cause 
of Illorbidity, mortality, loss of gainful employment, and that it 
requires, in addition to workmen's compensation, hospitaliza-
tion, consultation, and specific therapy, topical, systemic and 
physical, we shall attempt to translate the burden to dollaTs. 
National health CaTe expenditmes for 1972, the most recent 
year available, aTe tabulated (Table XII). The steady rise in 
medical costs since then (Table XIII) place these figmes con-
siderably below the actual costs for 1978. We have elected to 
use the government data on expenditures for hospitalization as 
they stand without extrapolation, since the national figures 
cOIllprise all types of hospitals in which both short- and long-
terIll care are given and since the rate of cost incTease may vary 
considerably. The amount, then, from the National Health Care 
figures for 1972 for skin disease is $1.5 billion, hospital care 
claiIning $488 million, physicians' services $656 million, and 
other professional services $6 million. 
Indirect costs of disability are not included in the above total. 
If we sum the losses, we have $1,525 million in direct costs to 
which we must add $460 million for indirect morbidity losses 
and $67 million for mortality elevating the amount to $2.052 
billion. This is about 5 times greater than the same costs 
tabulated for 1963. Add to this the data gathered on expendi-
tures for topical proprietaTY (Table XIV) preparations, $490 
million, to increase the sum to $2.542 billion. Then add venereal 
disease control costs of $79.1 million for overall annual cost of 
$2.62 billion for dermatological diseases. 
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